or patients to participate in decision making about their medical care, they must be adequately informed about clinical decisions. But how much information is adequate? And in which decisions should they participate?
In this issue of the Journal , Braddock et al. bring data to bear on these questions and give us important insight into what actually occurs when clinical decisions are made in the outpatient setting. 1 Using the traditional model of informed consent, they identified six topics that might contribute to informed decision making: the nature of the decision to be made, the possible courses of action, the benefits and risks of the choices, the uncertainties associated with these choices, the patient's understanding of the choices, and finally, the patient's preference. They then reviewed audiotapes of primary care office visits and examined whether physicians discussed these six topics for a myriad of clinical decisions. The authors found that physicians discussed few of these topics for many clinical decisions, and they conclude that physician practices are inadequate.
Some of the data suggest that physicians do not always adequately inform patients; for office procedures, physicians discussed on average fewer than two of the six topics usually considered necessary for informed consent. However, there is an alternative conclusion to be drawn from their findings: the traditional standards of informed consent are not appropriate for many clinical decisions. Is it really desirable for a physician ordering an electrocardiogram for a patient with epigastric pain to discuss the alternatives to ordering the electrocardiogram, its risks and benefits, and the uncertainty of interpreting it, and then to assess the patient's understanding of the issues, before ordering it? Applying this informed consent model to every clinical decision fails on several counts.
First, patients may not want this much information and decision-making responsibility. Several empirical studies have found that patients do not want to be involved in every clinical decision. For example, Ende and colleagues found that patients preferred that many decisions be made principally by their physicians, although they did want to be informed about their illness and treatment options. 2 Deber and colleagues found that patients were less interested in participating in decisions about making diagnoses and were more interested in participating in decisions about choosing a treatment. 3 Cultural factors are known to influence patients' desires for information. 4, 5 Individual patients have written eloquently about their desire not to be completely informed and their dismay when they were. Writing about his experience battling a spinal cord tumor, the author Reynolds Price has described his feeling that the physician who told him of the risk of paralysis from radiation treatment doomed him to that outcome. 6 The application of traditional informed consent standards to every clinical decision does not allow for accommodation of individuals' wishes for information and participation.
Second, the standards outlined by the authors cannot be applied to every clinical decision because these standards are impractical. The average primary care clinic visit is 12 to 15 minutes long, and there is too much else to be done. The idea that clinicians will subject each decision to such discussion is not plausible. Third, in theory, physicians would have to meet these standards for all the decisions made in every encounter-even those not verbalized. Think, for instance, of the decisions not to order a chest radiograph for an asymptomatic smoker, not to order a screening mammogram for an asymptomatic 30-year-old woman, and not to perform some element of the physical examination. Physicians make many decisions during an office visit that are not verbalized, drawing on their training and expertise. Using the standards of Braddock and colleagues, each of these decisions should be subjected to the same level of discussion, an untenable approach. Is meeting that standard really our goal?
Given the need to respect individual patients' wishes and the reality of practical constraints, which clinical decisions should be discussed with the standard Braddock and colleagues applied and which should not? The data from this study suggest that physicians generally use a graded approach, discussing decisions that carry substantial risk more thoroughly than routine decisions. This approach make sense.
In this graded approach, however, the specific decisions discussed in depth should depend on the wishes of the individual patient. One patient may want to explore in detail the options for treating mild gastresophageal reflux symptoms while another may be comfortable with a trial of antacids, without extensive discussion. To ensure that individual patients' wishes for information and decisionmaking responsibility are respected, physicians must understand what kinds of information a patient wants. Because an individual's needs will change depending on the medical problem and other circumstances, we must give patients an opportunity to express their desires for information at each encounter, by encouraging questions and comments about diagnostic and treatment plans. For pa-tients facing serious medical illnesses and frightening choices, we should be especially careful to understand how much information they want about treatment options and prognosis.
To overcome the time constraints that may impede involvement of patients in some decisions, the use of patient education tools and nonphysician personnel for some counseling may be valuable. Educational tools to aid in the decision to undergo adjuvant chemotherapy for breast cancer 7 and the choice of treatment for benign prostatic hyperplasia 8 have been developed allowing patients to obtain information from sources other than their physician. Similar tools may offer opportunities to promote patient participation in other decisions. Nurses and pharmacists are also often valuable resources to assist with patient education.
The data from this study suggest that physicians can do a better job informing patients. These data also highlight the complexities involved in achieving shared decision making. Rather than rely on the blanket application of rigid standards of informed consent to promote patient autonomy, we must rely on the foundation of a good doctorpatient relationship, built on communication and mutual respect. In a relationship built on these values, patients and providers can vary the style and extent of the discussion based on patient's needs and the nature of the medical problem, to ensure patient participation without overwhelming the patient with unwelcome information, or overwhelming clinicians with impossible standards. 
